Mr C W, aged 63, traffic controller History: 24.11.69: Admitted with a three-day history of increasing weakness and the passage of meltna. For the past two years he had suffered from episodes of epigastric pain, passing through to the back, often waking him at night. These pains were unrelated to food but were relieved by antacids. There was also a recent history of loss of appetite and weight. On examination: Pale but not clinically shocked. No abnormality palpable in abdomen. Hb 8-3 g/100 ml; he was transfused with blood. Barium meal examination showed a constant narrowing of the pylorus with a filling defect in the second part of the duodenum (Fig 1) . At operation (6.1.70): Gall-bladder markedly distended but no evidence of gall-stones; common bile duct normal. A pedunculated mobile tumour was palpable through the duodenal wall and there were enlarged regional lymph nodes. Frozen section of one of these nodes showed no evidence of tumour.
A large duodenotomy was performed; a soft pedunculated mobile tumour 4 x 2 5 x 3 cm filled the lumen of the second part of the duodenum. It was attached by a pedicle to the posterosuperior aspect of the first part of the duodenum and there was some ulceration of the epithelium overlying its tip. The tumour and pedicle were excised together with the adjacent part of the duodenal wall.
Histological examination of the excised tumour showed it to be a benign polypoid lipoma with ulceration of the overlying epithelium. Near the floor of one ulcer there was a small artery filled with clot. In addition, there were several small adenomata of Brunner's glands lying beneath the mucosa. He made an uneventful post-operative recovery and remains well.
Radiation Duodenitis J Ian Burn FRCS (St Charles' Hospital, London WJO)
Housewife, aged 57 History: Admitted 23.8.67 with a six-week history of intermittent profuse hwmaturia. She previously had episodes of painless hxmaturia in 1960 and 1964, with intermittent discomfort in both loins and occasional increased frequency of micturition. She was of frail build and a mass was palpable in the right flank. On investigation: The only abnormalities were the presence of red cells in the urine, mild hypertension (160/90) and an abnormal excretion urogram. Renal arteriography confirmed the presence of a right renal tumour. Chest X-ray and blood urea normal. 7.9.67: Right nephrectomy for a carcinoma of the kidney through a thoracolumbar approach. The tumour had invaded the renal vein and was involving the tissues around the renal pedicle; 4,500 rads were given over four weeks to the renal area after operation. Her subsequent progress was satisfactory apart from some discomfort in the right upper abdomen. Some dyspeptic symptoms were noted in October 1969. 21.1.70: Re-admitted to ho3pital with a history of massive hematemesis and melbna; Hb 4 0 g/100 ml. No evidence clinically of local recurrence of the carcinoma or of distant metastases. She was transfused with 6-4 litres of blood over a few days but further massive bleeding occurred. At laparotomy (27.1.70): The cause of the bleeding
